PHILADELPHIA NEUROLOGICAL SOCIETY. 


January 24th. 189S. 

The President, Dr. Charles \V. Burr, in the chair. 

Dr. F. X. Dercum exhibited 

A CASE OF HEMIALGIA. 

The patient was a well-developed man of thirty-seven 
years, a native of Poland and a laborer by occupation. 
He had been in this country seven years, and had al¬ 
ways worked in iron works. During this period he had 
been exposed to very high temperatures. His family his¬ 
tory was negative. He had had none of the diseases of 
childhood, and had always been in good health until a 
little more than a year ago, when the present trouble be¬ 
gan. He denied venereal disease and alcoholism. He 
first noticed pain in his right knee, which, after six months, 
became so severe that he was obliged to give up work. 
Shortly afterward the whole of the right thigh began to 
ache, and later on this aching involved the right half of 
the trunk, especially the chest, the right upper limb, and 
the right side of the face. The knee presented no objec¬ 
tive features worthy of note. The physical examination 
of the chest revealed nothing abnormal. The knee-jerks 
on both sides were much exaggerated. The right pupil 
was slightly larger than the left, but the eyes reacted nor¬ 
mally to light. Later it was noted that the patient had 
less muscular force in the arm and leg of the right side 
than in those of the left. 

Dr. Tyson, who had had charge of the patient, being 
unable to arrive at a definite conclusion with regard to 
the case, termed it one of hemialgia, the pain being the 
most conspicuous symptom presented. 

After the patient had been in the hospital five months, 
he was transferred to the service of Dr. Dercum. Ex¬ 
amination now showed that Romberg's sign was absent. 
The man stood readily upon the left leg alone, but was 
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unable to stand alone upon the right. The gait revealed 
decided weakness of the right leg, which was especially 
marked when the patient was asked to walk backward. 
Both knee-jerks were exaggerated, but especially the 
right, and a distinct ankle clonus was also elicited upon 
the right side. There was no ataxia of the legs or hands. 
There was no loss of the tactile-sense or the thermal sense, 
and no analgesia. Fibrillary tremors were noticed in the 
quadriceps extensor muscles of both sides, and in the 
gastrocnemius of the right leg only, but they were not 
present in the arms. There were also signs of marked 
vasomotor relaxation. The thighs, legs and feet of the 
patient were mottled and livid, and pin pricks produced 
bright pinkish areas. The arms showed, to a slight degree, 
the mottled and flushed condition seen in the legs. This 
was slightly more pronounced in the right arm, and rather 
more noticeable in the forearms and hands. The muscles 
and tendon reflexes in the arms were also exaggerated 
upon the right side. 

The trunk anteriorly and posteriorly presented a similar 
condition of vasomotor relaxation. Marked tache cere- 
brale was also noted in the back. The patient wore a 
flannel binder and gave as a reason the pain and stiffness 
in the back. Girdle -pains were absent. Exaggerated 
irritability was also observed in both pectoral muscles, 
and in both scapular groups. The tongue was protruded 
in the median line but with slight tremor. There was 
slight tremor of the lips upon pouting. At this examina¬ 
tion the pupils were equal and responsive to light. An 
ophthalmic examination by Dr. de Schweinitz was nega¬ 
tive. The skin reflexes revealed no change. 

At present, Jan. 24th, 1898. the patient still complains 
of severe pains in the entire right half of the body, but 
the signs of motor weakness, quite distinct and notable 
some months ago, have now almost entirely disappeared. 
Peripheral causes of pain can readily be excluded. No 
pain is caused by pressure on the nerve trunks or bv move¬ 
ment. There are no signs of hysteria. The symptoms sug¬ 
gest an organic hemiplegia with a lesion in such a situation 
as to give rise to the symptom of pain. Dr. Dercum stated 
that his case was unique in his experience, because the 
hemiplegia was relatively slight while the pain was ex¬ 
cessive. He thought it hardly safe to speculate regard¬ 
ing the nature of the lesion. Headache and other svmp- 
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toms of brain tumor were absent, and for the present he 
could but coincide with Dr. Tyson in terming this case, 
in accordance with the principal symptom present, one 
of hemialgia. 

Dr. Charles K. Mills said that this case was interesting in 
connection with the recorded cases of pain associated with 
hemiplegia, which, as is well known, are of at least two classes. 
In one set of cases the pain is undoubtedly due to peripheral 
conditions like neuritis. Again, as has been recorded by Weir 
Mitchell and others, we have cases in which, preceding, ac¬ 
companying or following the hemiplegic attack, pain on the 
paralyzed side is a marked feature. He had seen a few cases 
of this description in which there were no evidences of local 
conditions to account for the pain. He referred to a case re¬ 
ported by Edinger, in which pain was found to have been due 
to a cerebral lesion, and he thought that Dr. Dercum’s case 
might be one in which the hemialgia was caused by an irrita¬ 
tive lesion in some portion of the cerebrum, possibly in the 
cerebral sensory pathway, or in the thalamus. 

Dr. A. A. Eshner spoke of the possibility of there having 
been some acute infective or inflammatory process at the be¬ 
ginning of the trouble. The distribution of the symptoms, the 
presence of pain, the primary loss of motility, and the increase 
of the knee-jerk, suggested cerebro-spinal meningitis to him. 
He acknowledged that this diagnosis might seem far-fetched, _ 
but it would explain the symptoms, as well as any other, and 
would not be in discord with the ocular manifestations. 


Dr. Wm. Pepper, Jr., presented for Dr. Mills 

THE BRAIN FROM A CASE OF BILATERAL SYMMETRIC.' L 
SOFTENING OF THE INTERNAL CAPSULE. 

AND 

THE BRAIN FROM A CASE OF CEREBELLAR TUMOR. 

The first patient had had bilateral hemiplegia, and the 
second had complained of occipital headache, staggering 
gait and stupor. At the necropsy of the second case several 
masses, probably tubercles, were found in the right lobe 
of the cerebellum. 

Dr. Charles K. Mills said that instances of bilateral soften¬ 
ing are rare. There were three apoplectic attacks in this first 
case; one seven or eight years ago, a second two or three years 
later, and a third ten or twelve days ago. 
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The second patient was supposed to have been syphilitic, 
and probably the diagnosis was correct, but he was also the 
victim of wide-spread tuberculosis. He had been salivated 
without the slightest improvement. Dr. Mills spoke of the 
importance of bearing in mind the possibility of tuberculosis 
in cases of this kind. 


Dr. Wm. Pepper, Jr., exhibited for Dr. Dercum 
THE BRAIN FROM A CASE OF CEREBRAL ABSCESS. 

Convulsions, progressive weakness of the right side 
of the body, stupor, some hyperpyrexia, though usually 
a normal temperature, and negative ophthalmoscopical 
findings, had been noted in this case. Two communicating 
abscesses were found in the upper part of the left parietal 
lobe at the necropsy. 

Dr. Dercum said that abscesses, especially large ones, are 
infrequent in this situation, and that when they do occur they 
are generally multiple. In his case there was one large ab¬ 
scess, together with another smaller one. Had abscess in this 
case been diagnosticated, it is probable that the larger one 
could have been successfully treated by surgical means; but 
even then it is extremely probable that the smaller one would 
not have been found. He had been led astray by the history 
of specific infection. The rise of temperature was regarded 
as due to purulent cystitis and pyelitis. The subnormal tem¬ 
perature, so frequently present in abscess of the brain, was 
not present here. Just what the source of infection was, it is 
difficult to say. There was no lesion in the lungs or pleural 
cavity; no endocarditis, and there were none of the ordinary 
sources of infection which give rise to cerebral abscess. We 
must remember, however, that not infrequently cerebral ab¬ 
scess follows a wound of the external tegument, and may not 
produce symptoms until long after the wound has healed 
and been forgotten. T his woman had been operated upon for 
pelvic disease, which was probably some purulent affection. 

Dr. Dercum recalled the case of a young man who was 
admitted to the University Hospital \vith a stab wound of the 
left side. The wound healed, and months afterward the man 
was readmitted to the hospital, presenting symptoms of or¬ 
ganic cerebral disease. T11 this instance, as in the previous 
one, cerebral syphilis was diagnosticated, the diagnosis being 
based largely upon the obscure character of the symptoms 
and the history of the specific infection. At the autopsy a 
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large abscess, involving one hemisphere, was discovered. No 
source of infection could be detected, but Dr. Dercum could 
not dissociate the stab wound of the side and the affection 
from which the man died. 

Dr. Spiller said that the temporal lobe is the most common 
location of cerebral abscess, and that Korner, in a critical 
digest on the recent literature of this subject, had stated that 
Oppenheim, Pick and Manasse had observed optic aphasia 
in abscess of this portion of the brain. It seems to be caused 
by the location of the abscess in the posterior part of the 
second and third temporal gyri. 

Oppenheim, in his Lehrbuch, says that pure cases of optic 
aphasia have not been studied post-mortem, but they seem 
to be due to lesions at the junction of the left occipital lobe 
with the temporal, when they are sufficiently extensive to in¬ 
terrupt the fibres passing from both occipital lobes to the left 
first temporal convolution. Oppenheim observed three cases 
of optic aphasia. In the first, an instrument penetrated the 
skull during an operation on the ear, and probably injured the 
anterior part of the occipital lobe. The optic aphasia was only 
transitory. In the second case, optic aphasia, with right hemi¬ 
anopsia, was the first sign of a tumor in the left parietal lobe, 
which almost entirely separated the temporal from the occipital 
lobe. In the third case, a tumor was situated in the basal part 
of the occipito-temporal convolutions. 

Dr. Spiller said that the case reported some time ago by 
Dr. Mills and Dr. McConnell, as a proof of the existence of a 
“naming centre,” was one of optic aphasia associated with 
tactile aphasia, and that in this the lesion—a tumor—had also 
been found in the lower posterior part of the left temporal 
lobe. We have, therefore, considerable evidence regarding 
the location of a lesion producing optic aphasia. 


Dr. J. W. McConnell reported 

A CASE OF NEURITIS OF THE FIFTH NERVE WITH 
HERPES AND ECZEMA. 

The patient was a white female, aged about sixty years, 
married, a native of America, and had always been in good 
health until the present illness. A shampooing of the scalp 
and exposure to night air were followed by pain in the 
distribution of the first division of the left fifth nerve, 
and later by a herpetic eruption over the area of the pain. 
There was no pain elsewhere in the body, except in the 
prcauricular and cervical glands of the left side, which 
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were enlarged and tender. A few days later an eruption 
of fine vesicles appeared over the skin of the affected area, 
which was previously healthy. These were moist, inclined 
to crust, and attended with burning and itching. Anaes¬ 
thesia of the diseased locality was found, but there was no 
motor paralysis. The patient at this time complained of 
general pains, and a slight rise in temperature was de¬ 
monstrable. The acute symptoms lasted three weeks, 
leaving, on their disappearance, discoloration of the skin, 
anaesthesia, dull pain and soreness; the latter continuing 
for nearly a year. 

Several interesting features were presented by the case. 
The patient had years before suffered an attack of “shin¬ 
gles," recovery from which, however, was good. The 
writer could not find any account of an eruption of eczema 
occurring simultaneously with an attack of herpes. He 
considered the limitation of the eczematous eruption to 
the distribution of one nerve a rather unusual circum¬ 
stance. The occurrence of adenopathies, either local or 
general, he argued, might support, in a degree, the theory 
of the infectious nature or origin of herpes; and, in view 
of the prevalence of influenza at the time of the patient’s 
illness, and the fact that she presented some symptoms 
of that disease, he was led to believe that the skin con¬ 
ditions were dependent upon a neuritis, which probably 
had as its exciting cause an attack of influenza. 


Dr. J. H. W. Rhein reported 

A CASE OF UNILATERAL SWEATING AND FLUSHING 
OF THE FACE. 

The patient had periodic attacks of pain in the right 
arm and hand, with perspiration and flushing of the right 
side of the face. 


Dr. Charles \Y. Burr reported 

A CASE OF DISTURBANCE OF GAIT DUE TO A DELUSION. 

This man would take a few short steps and be un¬ 
able to advance further until after waiting a minute or two, 
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or after some words of encouragement, he was able to 
make another attempt. He said that he feared that there 
might be an opening in the floor into which he would fall. 
Dr. Burr thought that the abasia was due to the man’s 
mental condition. 


Dr. Burr also presented 

A CASE OF ASTASIA-ABASIA. 

This woman was able to walk when in the open air, 
but could not do so when she was within the house. He 
regarded the case as one of hysteria. 

Dr. Dercum said he had repeatedly examined the first case 
described by Dr. Burr. He believed it to be due to a mental 
condition. The man seemed to be very much afraid. When 
urged, he would walk a short distance, stop, and then tremble 
with fear. The gait he presented suggested similar gaits which 
we sometimes observe in the wards of insane asylums. 


Dr. A. F. Packard and Dr. Alfred Hand. Jr., showed 

A SPECIMEN OF MULTIPLE TUMORS OF THE BRAIN 

from a mulatto child, aged three and a half years, who 
had died of tuberculous peritonitis. During life there 
wasabsolute paralysis with rigid contracture of the left arm 
and leg. The palsy and contracture followed immediately 
after a severe convulsion, which had involved the left face, 
arm and leg, two and a half months before the death of 
the child; no change was ever detected in the eye-grounds. 

At the autopsy, in addition to the tuberculous peri¬ 
tonitis, three brain tumors were found: one in the piosterior 
parietal region of the right cerebellum, a second in the 
corresponding portion of the left cerebellum, and a third 
in the basal ganglia of the right side of the brain, which 
it had replaced or destroyed. 

Dr. Alfred Hand, Jr., said that the intense round-cell in¬ 
filtration suggested either gumma or tubercle. The absence 
of the tubercle bacilli would be merely negative evidence. The 
absence of endarteritis would point more toward the exclusion 
of gumma than the absence of tubercle bacilli would to the 
■exclusion of tuberculosis. 
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He had been asked as to the method of preservation of the 
specimens, and stated that it was the one elaborated by Kaiser- 
ling, for which three solutions are necessary. 

Solution No. i consists of formalin 250 parts, potassium 
acetate 30 parts, potassium nitrate 10 parts, water 1,000 parts. 

Solution No. 2 is alcohol, 85 per cent. 

Solution No. 3 is made of potassium acetate 100 parts, 
glycerine 200 parts, water 1,000 parts. 

The specimen is left in No. 1 for from one to five days; in 
No. 2 until the color returns, in from one to six hours, and 
then preserved finally in No. 3. 

Dr. Spiller spoke of the great value of formalin in the 
preservation of nervous tissue. Muller’s fluid is not thorough¬ 
ly reliable, especially in warm weather, and when the brain 
is not cut into pieces; it also stains the tissues, and renders 
gross lesions much less distinct; it prevents the employment 
of Nissl’s stain, which often is a most serious objection. For¬ 
malin (ten parts to ninety parts water), on the other hand, har¬ 
dens much more quickly, preserves the tissues better, does 
not stain the material, and, most important of all, permits the 
use of Nissl’s method. If the sections are placed for twenty- 
four to forty-eight hours in Muller’s fluid, they may be stained 
as well by Weigert’s haematoxvlin method as if they had been 
originally hardened in the bichromate solution. Every student 
of the pathology of the nervous system knows the great need 
of staining sections from the same region, so as to show the 
cells as well as the fibres. 


Dr. Joseph Sailer reported 

A CASE OF SECONDARY SUPPURATION IN THE SELLA 
TURCICA IN TYPHOID FEVER. 

Exophthalmos, among other symptoms, had been 
noted. At the necropsy purulent phlebitis of the right 
Sylvian vein, of both cavernous sinuses, and of the left 
anterior cerebellar vein, as well as suppuration within the 
sella turcica and retrobulbar abscesses, were found. 



